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Statement of Integration
At Kennesaw State University, the university offers the Masters of Integrative Biology
(MSIB). The program is specifically designed to train interested research scientists to view their
research projects from the perspective of multiple disciplines. Students of the program not only
learn how to think critically, but also they develop the skills to ask probing questions to their
peers and professors in the biological and social sciences fields, as well as in their own research.
Within the MSIB program, in August 2019 the health disparities organization (HDO) was
created to focus on vulnerable populations and their health. Health disparities refers to the
differences found between groups that are closely related with social, economic, and/or
environmental disadvantages. These differences are based on race/ethnicity, socioeconomic
status, gender, location, age, sexual orientation, and disability status (or some combination).
Health disparities studies address the limits of access to healthcare, quality of care, and health
outcomes in a diverse population that is experiencing poor health outcomes in order to direct
necessary strategies to mitigate these poor health outcomes and boost health equity. Students
who focus their research in health disparities convey the meaning of integrative biology in this
program, because of the integration between sociological, psychological, and biological
disciplines. This integrative approach enables students to study public health from multiple
perspectives and understand the interactions among biological, psychological, and sociological
mechanisms influence overall health. The health disparities perspective is needed within
integrative biology, because understanding the unique patterns of health and behavior in diverse
populations can identify particular populations at risk for developing diseases, or to develop
interventions to reduce or eliminate disparities.
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For this study, socio-cultural and biological disciplines are integrated factors that influence
overweight and or obese women in America. In addition, research will also address the specific
needs of African American women and the effects of obesity amongst this vulnerable population.
During this thesis, I will be using African American and Black women interchangeably.
Throughout this project, a considerable time was spent preparing the quantitative data, and
analyzing the quantitative data and preparing qualitative questions. After questions were
prepared, the next step was to form an appropriate participant recruitment process in Georgia
because, Georgia has a high prevalence of overweight and or obese women cases. For this thesis,
10 one-on-one interviews were conducted with African- American women participants.
Although African American women are the target population within this study, obesity affects
many others. Obesity is a major health concern that many Americans face, resulting in an
epidemic. For instance, from 2017 -2018, over 42.4% of Americans are obese [2]. Some chronic
diseases that may result from obesity include diabetes, high blood pressure, depression, and
more. These major health concerns, may lead to lower physical and mental quality of life.
Studies have also found that women are 9.2% more likely than men to experience severe obesity
and are more likely to face weight stigmatism [2]. Causes of the higher prevalence of obesity can
be due to mental stress, lack of physical activity, maternal obesity, some medications, and poor
eating behavior, all of which are further compounded by other social factors. Therefore, obesity
is a major public health issue that needs attention because obesity negatively impacts the health
of women.
Data for this study were analyzed from a National 2018 Health Avoidance Survey performed
by Dr. Phaedra Corso (Access to these data was granted by Dr. Corso). A total of 1,527 people
participated in this 2018 National Health Avoidance Survey, 337 of which are men. For the
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present study, men and other ethnicities were excluded, and data were analyzed from African
American and Caucasian women. Women participants who are overweight and/or obese are
included in the National 2018 Health Avoidance Survey performed by Dr. Phaedra Corso.
Participants of the study were recruited by a nationally representative Qualtrics survey. This
thesis project integrates sociology, psychology, human physiology/ neuroscience, and population
statistics and benefits all the disciplines listed. The integration of these disciplines will be
essential for each field because it will provide a more in-depth perspective into the complexity of
obesity, open more opportunities for research regarding racial and socioeconomic differences,
and hopefully provide further insight on personalized obesity behavioral interventions.
Impact of COVID-19
Coronavirus disease 2019 (COVID-19) is a novel respiratory illness that is easily transmitted
from person to person. The virus spreads primarily via aerosolized droplets from an infected
person’s cough, sneeze, saliva droplets, or nose discharge. The CDC suggests washing hands
frequently, distancing at least 6 feet apart, and wearing a mask. In March 2020, the World Health
Organization declared COVID-19 as a global health pandemic. In this study, the intention was to
gather qualitative data through in person interviews, with African American women participants.
Due to the impact of COVID-19 and CDC safety guidelines, alternatives plans included web
video interviews, telephone interviews, and generated online surveys.
Abstract
Many studies have examined the effects of racial and socioeconomic differences on healthrelated disparities involving obesity but, few have examined the mental and physical well-being
intersection. Obesity is a disease that affects many Americans and has become an epidemic
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affecting the American population. Obesity, especially morbid obesity, is a risk factor for many
other obesity related diseases such as diabetes, cardiovascular diseases, hypertension, and
more. Using the 2018 Healthcare Avoidance Study, differences were found between two racial
groups, Caucasian and African- American women. Race was found as a significant factor for
both level of physical activity and ideal body image perception.
Key Words: Obesity, Race, Body Image, Physical Image, African American, Women
The Problem
Obesity is a multifactorial disease effects millions of Americans, thus, in this study, I am
offering one approach to understanding the contributing factors to obesity by examining and
analyzing the intersection of mental health (psychological perception) and physical health.
Specifically, this study focuses on women in America, because studies have shown that more
women than men who experience obesity or being overweight [2]. The goal of this project is to
provide a better understanding of the complexity of obesity and eventually help healthcare
professionals, scientists, and public health professionals create socio-culturally sound weightloss programs for groups experiencing disproportionate impacts on health.
Overarching Thesis Question
Do racial differences increase the risk of obesity and other health related illnesses in Black
middle-aged women, compared to White middle-aged women?
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Hypothesis
Racial and socioeconomic factors influence obesity among American middle - aged women.
Questions
How does the
prevalence of
obesity and
obesity related
diseases differ
among African
American
women and
White women?

Hypotheses
African- American
women have a higher
prevalence of obesity
and other chronic
diseases.

Methods
-bar chart

Variables
-Variables:
African
American
women,
White women

Analysis
SPSS

Because of
1.Body
sociocultural
image
differences, African – Assessme
American women
nt scale
will have better body
2. bar
satisfaction than
chart
White women.

-Variables:
African
American
women,
White women

SPSS

White women will
be more likely to try
and lose weight and
physically exercise.
Despite a higher
income, African –
American women
will physically
exercise less.

How does
mental health
and body
image differ
between
AfricanAmerican and
White women?

Intellectual Merit
Obesity is a rising disease that affects many Americans with 42.4% [2]. Specifically,
when compared to white women, African American women are 51% more likely to be obese
[30]. Within the public health field, racial and socioeconomic factors that influence obesity are
rarely analyzed because disparities lie between White and African American middle-aged
women. This project addresses obesity from a holistic perspective by examining how stress from
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socioeconomic status, race, and mental health impact the risks of women experiencing obesity
and other chronic conditions. The present study uses a mixed methods approach and data from
the Healthcare Avoidance survey, to support or refute specific hypotheses regarding the
influence of various factors in their personal body image. This research helps bridge the gap in
improving middle aged, African American women’s health conditions and provide productive
communication between healthcare professionals and women who are overweight or obese.
Broader Impact
Understanding social and cultural differences between White women with obesity and
African- American women with obesity will provide detailed data to enhance public awareness
and enrich the public health field by providing documented research on disparities targeting
women, specifically African- American women. Thus, this research will become a source for
groups at higher risk to provide treatment recommendations for health professionals, public
health professionals, and scientists. Some recommendations for decreasing obesity among
African American women would include implementing more culturally tailored intervention
program that have support groups/systems, counseling on root of eating behavior, and factoring
in the influence of psychological well-being.
Literature Review
What is Obesity?
Obesity is a disease that has swept across the United States and other developed countries in
the world, resulting in an epidemic. The biological definition of obesity is defined as an excess of
body weight, or excess adiposity, based on an individual’s height [1]. To diagnose obesity,
healthcare professionals and scientists use the body mass index (BMI), which is a function of

Woods 9
height and mass. According to the CDC, overweight body mass index (BMI) is between 25.0 29.9, whereas obese BMI is 30.0 or higher [2]. Specifically, within the United States, data from
the 2017-2018 national health and nutrition survey showed that 42.4% of adults are obese [3].
With almost 50% of American adults experiencing weight issues, obesity, is a major public
health concern. The data also showed that the age-adjusted prevalence of severe obesity is 9.2%,
and higher amongst women than men [3]. Primarily, the perspective of obesity is viewed through
a biological lens, yet obesity is more complex than that.
The social environment and inherited behavioral aspect of obesity need to be addressed and
examined more closely from a social lens to deconstruct the overwhelming rise of obesity.
Factors that have contributed to the uprise of obesity are the increased lifestyle of high-calorie
intake, readily inexpensive energy-dense, and processed foods, mechanized transportation,
advertisements, and more [1]. Most importantly, the obesity epidemic can be explained by the
prevalence of health disparities such as lack of education, lack of access to healthcare, and lack
of physical activity, which can be attributed to socioeconomic status (SES) and racial
differences. Scientists project that under these dire conditions, by 2030, over 85% of the
American population will either be overweight or obese [1]. These alarming statements beg the
question, where does obesity start biologically?
To deconstruct the social aspect of obesity, the biological perspective must be addressed first.
Multiple influences contribute to obesity, such as eating behaviors and stress, which can
contribute to other related diseases [4]. Eating is a natural and necessary metabolic process that
provides humans nutrients for survival. Although eating is necessary for the body, it also can be
perceived as a pleasurable experience, which can result in individuals becoming overweight or
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obese and developing eating disorders. To maintain homeostasis, a stabilizing process,
physiological signals are sent to induce or suppress feeding [5].
Eating regulation involves the hypothalamus, brainstem, gastrointestinal system,
pancreas, and adipose tissue via neuroendocrine feedback loops [5]. When the body becomes
energy deficit, the peptide, ghrelin, is released from the stomach to signal the hypothalamic
arcuate nucleus [5]. By signaling the hypothalamic arcuate nucleus, the agouti-related peptide,
neuropeptide Y, and orexin release for appetite stimulation [5]. To regulate appetite stimulation,
the hormones leptin and insulin are secreted. Insulin is a peptide hormone made by the pancreas
to regulate the metabolism of carbohydrates in food, fats, and proteins through the absorption of
glucose in the blood [6]. Leptin is secreted from adipose tissues, or body fat, [5,7]. While leptin
is secreted, circulating pancreatic insulin levels increase peripheral insulin resistance in response
to increasing adiposity [7]. Both leptin and insulin decrease the production of appetitestimulating peptides and orexin from the arcuate nucleus and increase energy expenditure [4].
Leptin is also the hormone that increases the desire to eat when energy levels are low and
decrease hunger when the energy level surplus is high [5]. According to recent studies, humans
can override the sensitivity of energy balance by having palpable access to foods in excess to
influence over-consumption [5]. Therefore, the over-consumption of foods in excess is in
response to an individual’s eating behavior.
Eating behavior is the dietary intake behavioral patterns of individuals, that is influenced by
the brain's reward system. The brain's reward system holds value because it shows potential in
understanding undereating and overeating. Recent studies have suggested that individuals that
are prone to obesity and hedonic eating behaviors are potentially addicted to food [8]. Hedonic
eating refers to when an individual is driven to eat through a reward experience by consuming
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the food instead of eating as a metabolic need [9]. The same neural pathways that are used for
reinforcing natural appetite, are also used in response to addictive drugs because what, when, and
how much we eat is influenced by brain circuits [8]. These brain circuits contribute to the
perception of taste and motivational and hedonic pathways [8]. In the reward system, dopamine,
a type of neurotransmitter responsible for pleasure, is released more in response to palatable food
consumption, than with bland foods. This may play a role in understanding why individuals
frequently eat energy-dense foods in excess. Therefore, due to the availability of energy-dense
foods in the social environment, the average American weighs 24 pounds heavier today than they
did in the 1960s [10]. Comparatively, the increase in American weight shows how overeating has
caused a noticeable impact from the 1960s to today. If an average-weight individual were to eat
11 calories a day over the suggested calorie intake every day, the individual could result in a 1pound gain over a year [10]. For an individual to sustain weight gain for years, substantive and
positive food intake is present. Though our physiological needs call for eating, the metabolic
disruption of physiological homeostasis, due to being overweight and or obese is concerning. As
an addictive property, the availability of energy-dense foods over the past few decades correlates
with the increase in obesity, the reward system can override homeostatic signals. Homeostatic
signals would otherwise, signal the body to maintain a stable weight.
For the body to maintain physiological conditions, homeostasis acts as a stabilizing process.
Homeostasis describes a steady state internal environment that is maintained through a dynamic
series of metabolic reactions, despite constant stressors [11]. Stressors that affect the homeostatic
balance are psychological and physiological factors, including threatening circumstances like
chemical, emotional, physiological, and or social stimuli. Within the external environment,
humans face myriad perceived stressors every-day that affect the homeostasis of allostasis
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(stability) of an individual such as racism/ discrimination, poverty, and many other factors. The
stress hormone that drives and acts as the indicator of long-term stress is cortisol. The long-term
stress is regulated by the hypothalamic-pituitary-adrenal (HPA) axis through the sympathetic
nervous system. The sympathetic nervous system (SNS) is responsible for the fight or flight
response. Over time, these physiological responses can create an allostatic load. An allostatic
load is when there is an overuse of mediators to create stability and thus a wear-and-tear on the
body and brain [12]. Long-term stress from overexposure of perceived stressors can influence
eating behavior, health, and disease outcomes, such as obesity and obesity-related diseases.
Studies have shown that an increase in glucocorticoid hormones, like cortisol, influence the rise
of obesity [13]. Stress is also associated with weight gain, obesogenic eating patterns, poor diet,
high saturated fat, and sugar intake [14]. As a biological response to perceived stress, the stress
hormone cortisol causes a redistribution of white adipose tissue to the abdominal area and
increases craving of comfort foods that are energy-dense and palatable [13]. With the increase of
consuming comfort foods, it can suppress the release of cortisol, resulting in a feedback loop that
signals the brain that these foods decrease stress after consumption [15]. Over time, however, the
increase of comfort foods to continue suppressing stress leads to weight gain for those who
suffer from stress [15]. Specifically, in this study, the public health concern focuses on women
and obesity, and the social and psychological stressors that contribute to weight gain and obesity.
Women and Obesity
Over the last century, obesity has become an epidemic in developed countries with an
estimation of 1.5 billion adults are overweight with 300 million women estimated to be
experiencing clinical obesity [16]. The increase of fat (adiposity) serves as a major concern,
because adiposity has specific consequences for women and their health. The present study
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addresses some of these consequences that contribute to reproductive health problems , maternal
obesity, and the exploration of how racial differences can influence the increase of adiposity
[16].
Research shows that in the United States, nearly two-thirds of reproductive-aged women are
presently overweight and or obese [17]. Specifically, as women become more overweight, health
outcomes such as cardiovascular disease, diabetes, obesity-related cancers, and kidney disease
elevate their risk. Unfortunately, these risks can also increase in pregnancy complications,
hypertension, gestational diabetes, and cesarean pregnancy delivery [17]. Age is another factor
that plays a pivotal role in the development of becoming overweight and or obese. Aging is the
process of growing older and the accumulation of physiological changes in an individual's body
over time. As people age, they typically become less active, therefore the energy expenditure
reduces and affects the energy balance [17]. To stay in balance, the amount of energy input, like
nutrient intake, should continually equal the energy output, or energy expenditure. Therefore, the
flow of energy input and energy output allows for the maintenance of body weight. Researchers
show that when studying energy expenditure (EE), the main determinants of 24 hour EE is based
on body size and composition, and to a lesser degree, age, gender, and glucose tolerance [18]. As
people become older, adipose tissue begins to increase and fat distribution moves from
accumulating in the subcutaneous to abdominal depots and then liver, muscle, and other ectopic
sites [19]. As women become older and enter middle-age territory considerably from early 40’s
to early 60s, three stages of menopause are usually present. The first stage is perimenopause, or
pre-menopause transition, and it defines a physiological change in a woman’s body that
progresses towards a woman’s final menstrual period (FMP) and can arise during the late 30’s to
40s. This physiological change can begin up to eight to ten years before menopause, when the
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woman is producing less estrogen [20]. The second stage is menopause, and it is the permanent
cessation for women who no longer have a menstrual period for 12 consecutive months.
Researchers have found that the average age for menopause is 51 years old, resulting in estrogen
deficiency [21]. The last stage is post-menopause, and this is when women have gone longer
than an entire year without a menstrual period. For post-menopausal women, scientists have
found that this subgroup of women’s weight distribution localizes in the center as an android
pattern. An android pattern describes the distribution of human adipose tissue mainly around the
buttocks and upper body [22]. These areas of the upper body include the chest, shoulder,
abdomen, and nape illustrating an “apple-shaped” body. Women within the perimenopausal
subgroup, typically have the opposite, with instead a fat distribution towards the lower- body,
creating a gynoid pattern [22]. These areas of gynoid pattern forms around the hips, buttocks,
and thighs illustrating a “pear-shaped” body. Menopause for women in the fifth and sixth
decades of life, they gain, on average, 1.5 pounds per year, and studies have found that this is
independent of their initial body and weight [23]. Scientists have also found that for women,
during the ages 40-59 years, two-thirds are either overweight and or obese [23]. Women aged 60
and over hold three-fourths of either being overweight and or obese in the United States [23].
Although middle-aged women are exposed to numerous unique interrelated influences, such as
menopause, to the promotion of weight gain, another point in a woman’s life is maternal obesity.
For some women, pregnancy can be viewed as a time of joy with the growth and development
of their baby. What many pregnant women do face is the increasing rate of maternal obesity that
can result in negative outcomes for the fetus and mother. Maternal obesity also serves as risks for
gestational diabetes, hypertensive diseases, and preeclampsia while pregnant [24]. The excessive
weight gain during pregnancy and postpartum retention of weight act as factors for obesity later
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in women [25]. Due to today's technological advances, fast-food prevalence, and the increase in
sedentary lifestyle, does little to aid in preventing the rise of obesity, especially in pregnant
women. Another factor that contributes to the increase of adiposity during pregnancy is racial
differences. Racial and ethnic factors affect weight gain as seen in the African American
community when compared with White women. African American women are more likely to be
overweight before becoming pregnant and were likely to gain excess weight during pregnancy
[25]. Studies show that excessive weight gain and post-partum weight retention may aid in the
inclination for Black women becoming obese. Research also shows that when compared to
White women, Black women are over 40% more likely to gain gestational weight [26]. A study
performed on low income African- American women showed that most women perceived the
gestational weight gain as beneficial for the baby’s health. The study also showed that if the
women were comfortable and did not perceive their body image negatively, they were more
inclined to gain excessive weight [26]. The perceptions of the excessive weight gain within the
black community, could be due to the social support and the belief of increased dietary intake to
adequately nourish, or feed, the unborn baby. Therefore, maternal weight influences whether a
woman becomes overweight and or obese during pregnancy and post-pregnancy.
Between men and women, there is a noticeable difference showing women being more
overweight or obese than men. When Black women are compared against White women, White
men and Black men, Black women have the highest percentage of the population that faces being
overweight or obese. The Spiral upward of obesity has been noted to be higher in two racial and
ethnic minority groups: non-White Hispanics and African- Americans [27]. Therefore, obesity
reigns as a pivotal risk factor for other chronic conditions for Black women and other people of
color. The question remains of why Black women are higher in obesity than when compared to
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White women. Potentially, the reasoning behind African American women possessing higher
accounts of obesity and other chronic condition high stress. High stress has been associated with
unhealthy dietary patterns [28].
From a historical aspect, the sociocultural and dietary patterns that have influenced
African Americans for generations are results from slavery. In the Southeastern region of the
United States, the southern style of cooking for African Americans has resulted in increases in
obesity and other chronic diseases. This influx of cases in obesity and chronic diseases is
influenced by the high intake of fried and salty foods, processed and red meats, and or sugary
beverages [29]. In the “Dietary Patterns, Meat Intake, and the Risk of Type 2 Diabetes in
Women” 14-year longitudinal study, researchers found positive associations between type 2
diabetes and red meat and processed meat for women aged 30-55 years [30]. Dietary patterns of
African Americans have also shown that although African- Americans are similar in risk for
cardiovascular diseases (CVD), African Americans still have greater cardiovascular mortality
[31]. In the study, Dietary Patterns, Abdominal Visceral Adipose Tissue, and Cardiometabolic
Risk Factors in African Americans: the Jackson Heart Study, researchers understood that dietary
behavior influences an individual’s risk for CVD. To assess how dietary patterns, influence
CVD, a short food frequency questionnaire (FFQ) by USDA Delta Nutrition Intervention
Research Initiative (Delta-NIRI), was specifically designed for the southern region of the United
States was performed. The questionnaire was simplified into 31 predefined groups, in which
participants selected the categories such as, poultry, fast foods, sugar, corn products, and more if
participants indulged in them and the frequency [32]. Results of the study showed that the 1775
African Americans participants major dietary patterns were condensed to 3 main groups:
“southern,” “prudent,” and “fast food,” [32]. Those that were subjected to the “southern dietary
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pattern,” showed that participants had adverse risk factors that included high diastolic blood
pressure, greater likelihood of metabolic syndrome and lower-density lipoprotein (cholesterol)
[31]. This also reigned true for the “fast food” category and researchers found no significance for
the “prudent” dietary patterns, which included fruits, vegetables, nuts, seeds, and more [32].
Social Environment Aspect and Obesity
Environmental stressors influence obesity and other chronic diseases, especially in lower
socioeconomic status individuals. The Socioeconomic Position (SEP) is an important factor to
consider in the obesity epidemic because it illustrates an individual’s location in the societal
structure. The SEP will determine the person's level of access to power, privilege, and desired
resources [33]. Socioeconomic status (SES) is noted as a potential cause of Black-White health
inequalities and economic inequalities. Socioeconomic status is measured by determining
education, income, occupation, or a combination of all these measurements [34]. The education
variable reflects the acquisition of skills about psychological, social, and economic resources
[34]. The income variable represents individuals spending power associated with dieting,
medical care, and housing [34]. The occupation variable reflects physical activity, work
exposure, prestige, and responsibility [34].
The relationship between an individual and their eating behavior can illustrate the serious
implications for the prevalence of obesity in certain regions and neighborhoods. Studies have
shown that individuals and or families that live in low socioeconomic status areas and are ethnic
minorities face higher rates of health disparities than socially advantaged populations [35]. Thus,
while examining the relationship of food environment and health, researchers to learn more
about their risk of obesity. A concern in lower socioeconomic areas that may contribute to
obesity is the prevalence of food deserts and food swamps. Food deserts are defined as
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residential areas that have a limited access to relatively healthy food choices that are nutritious
and affordable [35]. As illustrated within this thesis, the lack of affordable and nutritious food
options are a driving force in the increasing rates of obesity, especially in the lower
socioeconomic areas. Studies have shown that food deserts are linked to poor diet, have an
increase in obesity, and those that live in areas near a grocery store are more likely to consume
healthier choices such as fruits and vegetables [35]. To measure food deserts, researchers have
concluded that it is distance between people’s homes and supermarkets. Although it may seem
trivial, access to grocery stores and supermarkets play a pivotal role in how an individual decides
to eat. In an experiment performed by Healthy Food Financing Initiative, new grocery stores
were placed in areas that were nonexistent. Through this initiative, researchers and studies have
found that, although opening full-service grocery stores improved the perceived access to healthy
food choices, it did not change an individual’s body mass index and eating behavior or diet
quality [35]. Scientists suggest that the lack of concern for changing an individual’s diet, that
lives in food deserts areas, may be linked to the higher prevalence of access to unhealthy food
choices. Food swamps are defined as the prevalence of fast foods and junk foods in
neighborhoods, in which shadows the healthier alternatives. Unfortunately, within these areas,
there are a greater number of minorities than Whites that live-in poverty-stricken areas and food
deserts [35].
In vulnerable populations and their relationship with their food environment, consumer
buying patterns, perceived quality and access to healthy foods, and choice of stores are
influential in an individual’s susceptibility to weight gain and or obesity. The perceived quality
and accessibility to healthier options affect the health of individuals because, research has shown
that the relative cost of fruits and vegetables have increased when compared to the prices of a
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variety of processed foods [36]. These processed foods include refined sugars and grains that are
now becoming progressively accessible to all ranges of income, but most accessible to lowincome individuals. Researchers have theorized that neighborhoods that offer high quality foods
are more likely to have an improvement of diet, weight, and cardiometabolic profiles than those
that live in food deserts and or food swamps. This may all be due to an individual’s close
proximity to resources, that may result and or support a healthier diet, yet the literature shows
mixed results. Although studies have found that there is a support for a positive association
between neighborhood access to supermarkets and healthy diets, other literature tells a different
story. For instance, some literatures have found that there is no positive association between
neighborhood access of foods and healthy diet or inverse associations with weight [36]. Though
studies show that there may be no association, it is important to note the higher prevalence of
fast food restaurants, specifically in low-income and minority driven neighborhoods. With this
knowledge, researchers have found that there are positive associations between fast food access
and higher body weight [36]. Another aspect to considers when examining the relationship
between neighborhood access to foods and healthy diets, is the influence of government
assistance food aid.
When one thinks about losing weight, the first thought that may come to mind is healthy
dieting, to combat the overeating of foods high in fats, sugars, and energy. Supplemental
Nutrition Assistance Program (SNAP) are provided for low-income homes, and fast-food
environments plague urban areas. The diet that one consumes daily, may not only influence
obesity, but other chronic conditions as well such as hypertension, diabetes, and more. In this
section, it is important to define dieting patterns that contribute to an unhealthy weight and
dieting measures that can contribute to healthily lose weight.
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Within the African American community, the typical southern style diet in the southeastern
region, obesity and chronic conditions are highly prevalent. Statistically, African American
living in the southeast disproportionately make up 40% of adults affected with obesity [37].
Studies also show that African- American men make up 38% of obese adults, while AfricanAmerican women are even more obese with 57% [37]. The types of southern cooking that reign
in the southeastern territory are characterized by a high intake of fried and salty foods, red and
processed meats, high in sugar sweetened beverages, and carbs. The risk of red and processed
meat is that studies have shown that is has been linked to increase the chances of obesity and
cancer. The problem with high in sugar intake beverages and sodium driven foods is that it can
increase the risk of obesity and obesity related diseases. While there are southern foods that can
positively impact health such as the abundance of nuts, like tree nuts and peanuts, cancerprotective foods like black-eyed peas and turnip greens, the numbers still show a need for dietary
change.
To aid in combating hunger amongst low-income individuals and families, the government
created the Supplemental Nutrition Assistance Program (SNAP), formerly known as food
stamps, in its humble beginnings in 1939. Today, SNAP has lifted over 3.4 million individuals
from poverty, hunger, and food insecurity [38]. With the utilization of a funded EBT card, in
which SNAP provides, cardholders participants may use the card for food, beverage, food seed
or plant. The question rises, how does SNAP play a role in obesity? Although here lies a chance
of low-income cardholder to buy healthier food and beverage options to cook home stye meals,
there is also the chance that EBT cardholders buy less beneficial dietary intakes. One concern
that presses policymakers is improving SNAP by incentivizing fruit and vegetable purchases and
restrict the purchase of sugar-sweetened beverages [39]. A gap in the government assisting
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program, SNAP, is the inability to known if EBT cardholders are preparing homecooked meals
of healthy and nutritious value. Typically, low income EBT cardholders, may not have the time,
resources, such as access to quality cooking facilities or equipment, luxury, and or knowledge of
healthy cooking practices [39]. Knowledge of healthy cooking practices and healthy foods/
beverages are lacking in certain communities, thus increasing healthy cooking behavior may
prevent chronic diseases.
According to the World Health Organization (WHO), researchers describe obesity as the
presence of Body Mass Index (BMI) being greater than or equal to 30 [40]. Eating home-cooked
meals, from basic ingredients, has been linked to increased intake of fruits, vegetables, and
carbohydrates, lower BMI, and increased health. On the contrary, studies have shown that eating
out contributes to an increase in body weight, obesity, and poor diet quality [40]. The main
factors that constitute as a healthy diet are limiting caloric intake, emphasizing whole-grain
foods, fruits, vegetables, and legumes, and decreasing high in energy, sugars, and fats foods.
Data collected from a Nurses Health Study, showed that women who followed this healthy
lifestyle for over 14 years, were 80% more likely to not develop a cardiovascular disease [41].
Another aspect of living a healthy lifestyle to combat developing obesity and obesity-related
diseases is the use of physical activity.
One of the main contributors to the increase in the obesity epidemic is lack of physical
inactivity, or sedentary lifestyle. A recent United States study showed that energy expenditure
for daily living has drastically decreased over time. Specifically, work related energy expenditure
has decreased by more than 100kcal for both men and women, within the last 50 years [42]. In
environments that lack distribution and quality of physical activity like safety and access to
recreational centers, fitness centers, and sports suggest that this environment promotes behaviors
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that cause obesity. Physical activity (PA) is important because it aids in maintaining a healthy
body and healthy aging. The CDC and health professions widely recommend that a great PA for
older adults, is walking, because it reduces the risk of chronic diseases and disabilities [43].
Specifically, for older women, it is highly recommended for women to walk to reduce health
risks such as coronary heart disease, diabetes, fewer depressive symptoms, and more [43].
Unfortunately, when looking at racial differences for PA, studies have shown that Black women
carry disproportionately a higher prevalence of cardiometabolic diseases and obesity [43]. An
individual’s socioeconomic status can influence a person’s perception of access to quality
recreational areas, like fitness facilities, and neighborhood environments on their PA. If the
neighborhood is viewed as a favorable space for PA, like well-conditioned sidewalks and
pathways, studies have shown that this is associated with an increase in PA levels and a decrease
in psychological stress for older women.
Mental Health and Obesity
In todays time, people in modern societies are facing high stress from their environment like
biological, physical, and psychological stressors. When under stress, individuals may enact a
behavioral shift to a westernized dietary pattern of emotional eating foods such as high sugar, fat, -salt foods instead of vegetables and fruits. Emotional eating is when an individual
experiences negative emotion and in turn causes an increase in eating. An increase in
emotionally eating high energy-dense foods can inevitably cause serious physical- health
implications like pre-diabetes and diabetes. Studies have shown that women have a higher
proportion of obesity than men not only in America but globally [44]. Studies have also shown
that women have a higher prevalence of obesity in psychiatric outpatients than with male
psychiatrists [44]. Current research suggests that adults who are overweight and or obese are
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more prevalent in having serious mental illnesses [44]. Mental illness is defined as a condition
that can change a person’s behavior, feeling, and thoughts, which causes distress and difficulty
of functioning [45]. This section will examine how everyday stressors affect the mental health of
individuals that are overweight and or obese by examining mental illnesses, westernized societal
views of beauty, and body image.
Research regarding racial and gender differences are sparse when about food addiction,
emotional eating, stress, body image perception and obesity. A study, Gender and Racial
Differences In Emotional Eating, Food Addiction Symptoms and Body Weight Satisfaction
Among Undergrads, looks to provides context. As previously discussed, socioeconomic status
plays an influential role in its association with overweight and or obese people. The lack of
access to physical activities, quality, and higher education, and more contribute to the higher
rates of obesity in America. The stressors that arise from lower socioeconomic status and an
increased marketing for unhealthy foods in African- American communities could lead to why
4.5% of African American youth consume less vegetables in a week than when compared to
Caucasian youth with 11.3% [46]. Researchers suggest that the high consumption of addictive
properties in high-sugars, fats, and salts may lead to weight gain. Therefore, in the study, when
comparing gender differences, emotional overeating is observed more in women than men [46].
Although this could be due to the ability for women to express a greater range of emotions, the
study also shows that women report more intense negative emotions than men [46].
In the western society, beauty standards on a woman’s body size and weight may influence
their satisfaction or dissatisfaction with their current body, eating disorders, and or unhealthy
behaviors. The dynamics of cultural influence of what a perfect body should physically look like,
can ostracize women that are “thick,” overweight, and or obese. Cultural influence perpetuates
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the image that women labeled as “fat,” have a body weight stigma. Body weight stigma is
defined as biased or discriminatory behavior based on an individual’s weight. In particular,
higher-weight individuals may experience negative stigmas such as that overweight and or obese
individuals are lazy, irresponsible, and or lacks self-discipline [47]. Obese and or overweight
individuals can experience these negative stigmas in multiple arenas of their life such as their
workplace, healthcare facilities with health care providers, the mass media, close interpersonal
relationships, and educational institutions.
Studies show that weight stigma attached to obesity may play a factor in contributing to the
development of biopsychosocial health outcomes that may correlate to obesity. Factors that may
pay a role in promoting weight stigma is misinformation about obesity, nutrition, and physical
activity. Researchers note that there are two types of weight stigma constructs, experienced
weight stigma and internalized weight stigma. Experienced weight stigma is defined as the
perceived weight discrimination whereas the internalized weight stigma is when the individual
accepts the stereotypes to be true about oneself [48]. Therefore, with the continuation of weight
stigma on overweight and or obese individuals, this could perpetuate that unreasonable
judgements about their weight and cause obese individuals to believe that they are deserving of
their devalued body/size. With the individual feeling they are deserving of their undesirable
physical appearance and the negative qualities attached to it, this could lead to a decrease in
social interaction and quality of life for those that are overweight and or obese. To analyze the
prevalence of weight stigma, a comprehensive study was conducted on weight stigma, utilizing a
US nationally representative adult sample. The two waves of the study looked at the years, 19951996 and 2004 – 2006, and found that weight stigma had increased by 66% [48].

Woods 25
Another aspect to examine with weight stigma is the role that stigma plays in weight loss
managements amongst adults. Studies have shown that due to the increase of obesity, a rise in
clinical trial and studies have aimed to figure out what is most effective for weight loss.
Evidence has shown that through behavioral and pharmaceutical interventions, a modest weight
loss of 5-10% of body weight was observed in obese participants [49]. Although the patients are
experiencing weight loss, researchers have noticed that participants of the study regain weight as
a frequent outcome. Therefore, the constant losing and regaining of weight is prevalent in the
general population, and typically not just limited to those that are overweight and or obese.
Researchers identify that factors that may help maintain long term weight loss are high levels of
physical activity, low calorie and fat intake, regular self-weighing, and more. Even with this
knowledge, the fact remains that people typically regain one-third of their weight loss within the
first year and often may regain the rest of their weight loss within 3-5 years [49]. Thus, the
continuation of being overweight and or obese may be attributed to the constant weight loss and
weight gain cycle. Factors that aid in an individual regaining their weight, due to being a
recipient of weight stigma or fat shaming, is lower motivation for physical activity, high calorie
intake, disordered eating patterns, and binge eating. The negative consequences of weight stigma
not only affect those that are overweight and or obese, but even when controlling for BMI and
weight status, weight stigma remains a factor for individuals. A 2010 study done in the journal,
Obesity Facts, results showed that individuals who experience weight discrimination are 2.5 to 3
times more likely to develop or maintain obesity when compared to individuals that do not
experience weight discrimination [50]. Thus, within that study, a noticeable effect was witnessed
detailing how experienced weight stigma may influence an obese person to maintain obese
weight. Not only does weight stigma influence the maintenance of obesity, but it also increases
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the risk of depression, anxiety, low self-esteem, substance abuse, and suicidality, even when it is
controlled for BMI, sex, age, and obesity onset [50]. The media has shown that there is a higher
prevalence of viewing obesity at an individual level than at a community and or policy level.
At the individual level, obese individuals are faced with hearing and seeing stigmatizing
campaigns that stereotype them as lazy and overly self-indulging with food. As a matter of fact,
these stereotypes not only stem from home, workplace, and media, but also clinics and hospitals.
Naturally, one may consider patient-physician relationships to be built on trust and hopefully as
little biases as possible. Whether unconsciously or consciously, biases occur based off
stereotypes to impact a physician’s actions and judgements. As more focus in research shines on
health disparities within the healthcare field, there is an increasing evidence of discrimination
towards individuals that are overweight and or obese, without factoring in race, sexuality,
socioeconomic status and more. In a survey with over 2000 physicians, researchers found that
using the Implicit Association Test, medical doctors have a strong implicit anti-fat bias and have
a stronger preference for thinner than heavier people [50]. Thus, this bias could manifest the
belief that obese individuals are lazy and could potentially harm the patient-physician
relationship. Evidence in studies show that due to these biases, providers communication is less
patient centered with those in stigmatized groups, including those with obesity, which aids in
health disparities. With the combination of implicit and explicit biases for obese individuals,
there is a 19% increased risk of patient nonadherence, mistrust, worst patient weight loss, and
overall health outcome [51]. Thus, due to the endorsed stereotypes on obese individuals by the
providers, patients are potentially more likely to experience a lack of respect and less
information giving. One study with primary care providers on evaluating obese and normal
weight patients showed physicians that evaluated obese individuals were more likely to rate the

Woods 27
encounter as a waste of time and thus spent 28% less time with the patient than compared to
normal weight patients [51]. Therefore, the perpetuated stigma enacted on patients with obesity
can cause patients to experience high levels of stress, long-term physiological health effects, and
reduced quality of patient-provider satisfactory communication and may contribute to the rising
cases of obesity.
In the study, “Gender differences in the relationship of weight-based stigmatization with
motivation to exercise and physical activity in overweight individuals,” researchers of the study
aimed to show how weight stigma may contribute to the lack of motivation to exercise in
overweight and obese individuals. Researchers chose to explore the study by examining the
differences between women and men. Weight affects both women and men, yet the goal was to
see which gender faces the most stigmatization. Researchers of the study found that females
respondents reported to have more stigmatizing experiences than men [52]. Within the scope of
weight stigmatization and women, there is a higher prevalence of this research pertaining to this
area because studies have shown that women have a higher vulnerability to weight stigma than
compared to men. Studies show that both women and men experience weight stigma, though a
reason for the discrepancies may be due to women and men experiencing weight stigma at
different levels of body weight. For instance, reports show that women experience weight stigma
in a linear pattern, thus the higher the BMI, the more weight stigma [53]. Whereas with men,
they experience weight stigma in a more quadratic or u-shaped pattern, thus their greatest stigma
is when their BMI level is underweight or obese [53]. Although it is important to examine both
men and women, within this thesis, the focus is on the complexity of obesity in women and the
factors that may influence it.
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A measure to address when examining the factors of obesity, is to examine the importance on
self-perception of body weight. Self-perception of body weight is an indicator of the degree
concordance between perceived and measured body weight of individuals [54] . To provide a
potentially successful obesity prevention interventions and or programs, the overweight
individual needs to recognize that he or she is overweight. In a study on the accuracy of selfreported weight, researchers of the study found that race groups did not differ in their actual and
self-reported BMI, but they did differ in the degree in misestimation between self-reported and
actual BMI [55]. As a matter of fact, researchers also found that when post-hoc tests were
performed for analysis, Black women underestimated their BMI when self-reporting than White
women [55]. Studies have shown that a good majority of non- Hispanic Black women, ages 1840, perceive themselves as attractive, healthy, and normal even though their BMI is in the
overweight and or obese category [56]. The perception of Black women could be attributed in
part to culturally influenced beliefs about weight. The intersectionality of slavery, racism, and
sexism provides a historical framework of westernized beauty standards focusing on a favorable
view of Eurocentric features and ideals. Historically for African American women, the
perception of devaluing Black women's bodies are rooted in American slavery [57]. During
slavery, Black women’s bodies were put on display either for profit, breed and or for sexual
pleasure. Examining the days of the slave era and Jim Crow era, controlled images of African
American women were perpetuated to show Black women as Jezebels.
The Jezebel archetype was geared to show Black women as hypersexual thus, they were
deemed deserving of sexual exploitation [57]. These women were also subjected breed and
populate the owner’s plantation. For decades, Black women bodies have been sexually exploited
and devalued in American society, while White women aesthetics are overvalued in mainstream
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culture. The question is, how does the deep-seated root of the slavery era pertain to the body
image ideals of today women? Researchers have found that when compared to White women,
Black women report lower levels of body dissatisfaction [57]. For examples, studies have shown
that many Black women believe that heavier body sizes are more ideal and typically have less
weight dissatisfaction than their White counterparts [58]. Therefore, an individual’s beliefs about
weight are important because it could influence the level of engagement in obesity prevention
programs and weight management. For researchers to have success in their obesity prevention
programs, they should also become more culturally specific and properly educate overweight and
or obese individuals on weight loss, proper eating habits, stress management and more.
Theoretical Framework- Social Ecological Model
In this study, I implemented the Social Ecological Model (SEM) theory to frame this study.
SEM is a theory-based framework that seeks to provide an understanding of the diverse factors
and perceived barriers that can affect health or behavioral outcomes [59]. This theory is based on
Bronfenbreener's (1979) “ecological systems,” theory. In the SEM there a myriad of
determinants of health that range in proximity to an individual [59]. The levels begin with the
person, then to individual-level factors, distal family/parent, social /peer, and lastly community
levels [59]. This framework is qualified as an appropriate theoretical framework for women and
obesity because in this study I will be analyzing how factors that relate to socio-economic and
socio-cultural differences, such as race and culture, between White and African American
women, influence the prevalence of obesity.
Today, people are beginning to realize that obesity is not just one thing, but instead influenced
by a multitude of factors from the individual level to the governmental level. The best theoretical
model that displays this knowledge is the Social Ecological Model Theory (SEM). SEM is a
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theory-based framework that provides understanding of the multiple levels that interactively
affects personal and environmental factor, that may determine and influence an individual’s
behavior and choices [60]. Scientists and researchers utilize this model to visualize how the
layers intersect to influence a person’s food, physical activity, and health outcomes.
In one study, to understand the causes of childhood obesity, researchers begin at the
individual child-level factors such as age, race and gender, parental characteristics such as
weight and highest educational level and household income [61]. Based off the individual
characteristics of age, sex, race, and socioeconomic status (SES), the prevalence of obesity
increases cross sectionally across a lifespan by 13.9% in early childhood, 20.6% in adolescents,
35.7% in young adults, and roughly 42.8 % in adults and older adults [62]. All of these
characteristics are consistently associated with a child’s weight status. The next level,
community factors, involves the proximity to food outlets and physical activity facilities and
equipment [61]. Without the proper access to food facilities, low-income individuals fall victim
to fast foods and quick and unhealthy meals.
In 2016, a dataset showed that the prevalence of US adult women is more likely by 41.1, than
men, 37.9% to have obesity [62]. Apparently, between the decade 2007 to 2016, obesity
increased only significantly in women [62]. Geographically, food disparities are also prevalent in
in the availability of food stores, such as supermarkets. Although dated, a 2007 study found that
while though African American and Hispanic neighborhoods have 50% to 70% fewer
supermarkets than their Caucasian counterparts, the availability of supermarkets is associated
with healthier food choices/ diets, lower obesity, and increased fruit and vegetable consumption
[15]. In the, Effects of Socioeconomic Factors on Obesity Rates in Four Southern States and
Colorado study, the results showed that by race, African Americans had the highest rate of
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obesity by (32.64 ± 5.99%), Colorado with the lowest obesity rate by (15.4% ± 2.63%), and
Mississippi as the highest rate of obesity with (26.5% ± 4.13%) [63]. Researchers of the study
also showed that lower income, participants receiving food stamps through SNAP, and
unemployment rates over time are associated with an increased rate of obesity. Therefore,
socioeconomic status and systemic racism has shown to be a clear indicator of an individual’s
well-being, health, and obesity rates.
The influence of social disadvantages, SES factors, culture, and genetics leads to an influence
of obesity. The SEM theoretical framework explains how the levels impact obesity, and it also
provides the knowledge to implement obesity preventative programs. Using multilevel
intervention measures, that addresses multiple levels of influence, provides an effective approach
to decreasing obesity and childhood obesity. Few studies analyze the effectiveness of
intervention programs, but one meta-analysis study showed that multilevel interventions had
poor or inconsistent results [63]. While that study shows a poor result, other studies have shown
that interventions addressing social disadvantaged groups resulted in a beneficial effect on
children’s weight and eating behaviors [63]. Therefore, SEM seemingly provides an effective
framework to illustrate the level of influence and intervention measures.
Previous Studies
Gaps in the literature show that while there are studies that focus on racial and socioeconomic
differences with obesity, the literature typically only looks at either physical health or mental
health. Thus, my contribution to literature is analyzing the intersection between physical and
mental health when considering obese women by looking at socioeconomic and socio-cultural
differences. A study done in 2016 looked at racial and socioeconomic differences in obesity and
depression between Black and White women. Researchers of the study found that African
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Americans were more likely to be overweight and or obese than non-Hispanic White and
Caribbean Blacks without depression [64]. The researchers of the study also concluded that due
to perceived higher stress by African Americans, eating behaviors, and obesogenic
environments, this would explain the higher prevalence of obesity within the African American
community [64]. Lastly, the study suggested that when African American people were compared
to Caribbean Black people, Caribbean Black people may have a healthier diet [64]. Essentially
the aim of this study was to investigate the association of obesity and 12-month major depressive
disorder amongst differing racial and demographic characteristics.
Another study done in 2015 looked at exploring racial differences in the obesity gap. The
purpose of this study was to collect and analyze data to investigate whether there was a gap in
the prevalence of obesity between African American women and White women when compared
with Black and White men [65]. The study also accounted for socioeconomic status and
environmental conditions. Researchers analyzed data from EHDIC-SWB, which is a crosssectional in-person survey of the adult population and compared non-Hispanic Black participants
and non-Hispanic White participants [65]. The results of the study showed that in low-income,
urban, racially integrated communities, Black and White women had a higher prevalence of
obesity than Black men and White men [65]. Researchers of the study also found that nationally,
Black women did have a higher prevalence of obesity than when compared to Black men [65]. A
contribution to women having a higher prevalence of obesity, may be due to emotional eating,
which is when an individual eats for reasons other than hunger. It is suggested that when
comparing women to men, women may face more obesity because they turn to emotional eating
than men. Unfortunately these previous studies are not enough because they lacked addressing
the psychological influence of body-image culture amongst both races. Within this study, I aim
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to bridge the gap of physical and mental health by examining how one views their body may
influence their ideals and perspectives of a healthy body type.
When examining the mental health aspect and the perception of obesity, a study that focuses
on this is, “Racial Differences in Perception of Healthy Body Weight in Mid-Life Women:
Results from Do Stage Transitions Result in Detectable Effects (STRIDE) Study.” The objective
of the study focused on how an individual’s perception of a healthy body may affect or influence
the health behaviors, like physical activity [66]. Researchers of the study chose 689 midlife
women as their study population because during this period, women typically gain weight due to
a multitude of reasons whether decreased physical activity, weight due to age, and more. A
limitation of this study stems from the lack of African American/ Black women participants.
Black women made up 145 participants while White women made up 544 participants. Findings
from the study showed that Black women participants were shown to have a higher BMI than
White women, Black women were less likely to perceive to report that they weighed too much,
and instead Black women were more likely to perceive that they did not weight enough [66]. A
limitation of this study is that researchers chose to not examine socioeconomic differences such
as income and the influence it may have on body image perception. Another limitation is that
researchers of the study chose to not use the figure rating scale as a measure of how women vie
their bodies and how participants of the study ideally would like their body to be ideally. Thus,
this study will examine the perception of body image by utilizing the figure rating scale, which is
a figure scaled 1-9 with increasing figure sizes as the number goes up.
Instrument
Healthcare Avoidance Survey
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This study will focus on a secondary data analysis using the Healthcare Avoidance
Survey done in 2018. This online survey was conducted through Qualtrics for a nationally
representative sample of adults aged 40 and older with health insurance; females were
oversampled. The survey included questions regarding respondent demographics, health status,
body satisfaction, interaction with healthcare providers, and avoidance of healthcare. Preceding
the survey, participants were informed that all the information would remain anonymous, and the
participation was voluntary. The university’s Institutional Review Board (IRB) granted approval
for this study prior to the data collection.
Participants
To recruit participants, the company Qualtrics uses a panel of survey respondents. The panel
consists of people that sign up and as an incentive, receive payment to participate in surveys.
Qualtrics draws the panel from the entire United States (US) population and guarantees that it is
representative, but not random. The study’s researchers accessed the panel and pre-screened
people out of the potential respondents who would be ineligible (such as no health insurance).
Age, income, educational level, race, and gender were all self-reported. After excluding
respondents with missing data, the final sample size is 1527. Only White women and Black
women were included for analyzing results. Men were excluded from the study to examine the
differences between Caucasian and African American women. Caucasian women in the survey
consisted of 1207 respondents, while African American women consisted of 230 respondents.
For the original study including all participants, the average age was 52. When excluding for just
White and Black women, the average age was 56.89 years (SD= 10.246) , the mode was 49
years, with the youngest as 40 and oldest as 88. BMI was not calculated, or self-reported for this
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study. Instead, participants used a Figure Rating Scale (FRS) to self-report their body size within
the Qualtrics survey.
Methodology
Research Design: Mixed Methods Approach
A mixed-methods approach is a systemic integration between quantitative and qualitative data
to answer a focused research question. Datum are collected and analyzed from quantitative
analyses (e.g., surveys, experiments, numerical data) and qualitative analyses (e.g., focus groups,
interviews, discussion) for research. The mixed-methods approach is beneficial and valuable for
research, because it can comprehensively address research questions rather than quantitative or
qualitative alone. Mixed-methods designs typically address broad and complex questions that
cannot be answered with a singular approach.
Quantitative analysis is beneficial because it provides data in a numeric form, and thus
statistical tests are performed to make statements about the data. Statements that can arise from
the statistical analysis include trends, demographics, and differences between groups. I used a
mixed methods approach to analyze the Health Care Avoidance Survey (citation). Before data
analyses, the data were prepared by checking for missing data, removing outliers, transforming
variables, and more. In this study, Statistical Package for Social Sciences (version 22.0; SPSS
Inc., Chicago, IL) was used to perform all quantitative analyses. Basic descriptive statistics such
as mean, standard deviation, standard error of the mean, range, proportion within 95%
confidence intervals that will describe continuous and/or nominal or categorical variables to
characterize the participants including demographics. ANOVA, crosstabulations, chi-square and
independent samples tests analyses were used to determine the variables associated with racial
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differences between perception of body image and rate of physical activity. Error bars in figures
represent standard error of the mean (SEM) or standard deviation (SD).
Qualitative analysis is essential because it provides depth in the research by describing the
characteristics and qualities of the subject of interest. Human behavioral characteristics such as
raw emotions, personality, variety of information, needs, and other complex phenomena, are not
sufficiently addressed by quantitative research alone. For qualitative analyses, the Grounded
Theory Methods (GTM) is used. The purpose of GTM is to construct an explanatory theory from
data that is systemically gathered and analyzed using comparative analysis. For the qualitative
analysis, ten African American women were interviewed with specific questions pertaining to
the current research. Before any people were contacted and qualitative data collected, the study
was granted IRB approval. Consent forms were either virtually read to the participants or sent
prior to the interview. The screening process to interview participants focused on middle-aged
African American women to add more substance due to a comparative lack of Black women
respondents in the Healthcare Avoidance survey. Due to the pressing concern of Covid-19, the
CDC guidelines were abided by when interviewing human participants. Interviews were done via
telephone or virtually to comply with Covid-19 social distancing guidelines.
For mixed methods approaches, social scientists commonly use several designs: convergent
parallel design or triangulation design, embedded design, explanatory sequential design, and
exploratory sequential design. For this study, I focused on triangulation design and explanatory
design. The following section will discuss the two major types of designs utilized in this study
and elaborate on the purpose of why they fit into this thesis.
Triangulation Design
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Triangulation, otherwise known as convergent design, is the most common or well-known
approach to mixed methods. Triangulation design aims to obtain both quantitative and qualitative
data perspectives and use that information to understand the research question or problem best.
Researchers use this design to directly compare or contrast quantitative data results with
qualitative data results. One of the advantages of performing triangulation design is the ability to
bring the different strengths and overlapping weaknesses of quantitative data results (large
sample sizes, trends, and or generalizations) and use qualitative findings (small sample size,
details, in-depth) to expound upon the quantitative statistical results.
The process of using triangulation designs lies in a single-phase timing, or one phase design,
in which both the quantitative and qualitative pieces are done during the same time frames with
equal weight of importance. The study researchers gather separate collections and analyses of
quantitative and qualitative data concurrently to address the research problem (s). The purpose is
to merge the two datasets into one overall interpretation by relating it to the quantitative results
and qualitative findings.
Although popularly used, the triangulation design method has its own advantages and
disadvantages. The first advantage of using this design is that this design makes intuitive sense
for researchers new to the mixed methods approach. Second, because the data for quantitative
and qualitative are both collected and analyzed separately and roughly simultaneously, the
process is efficient. Lastly, because the data collection is independent, researchers can choose to
analyze the data, quantitative or qualitative, of their expertise. The first disadvantage of using
this design is that it requires great expertise in quantitative and qualitative data collection and
analysis because both measures are weighted. Second, there is a question of whether the
quantitative data and qualitative data results do not agree. Then, researchers must develop a plan
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to gain additional information to resolve the issue. Lastly, researchers need to consider the
possibility and consequences of having two different sample sizes and different samples to
converge and address the question.
Explanatory Design
The explanatory design consists of two phases in this mixed-methods approach. Due to the
quantitative piece beginning first, the study's researchers typically post greater importance of this
phase than the qualitative phase. The purpose of the explanatory design is important because it
allows the qualitative piece to help or explain the quantitative data results of the study. Thus, this
approach allows the researcher to explain quantitative results that are either significant,
insignificant, surprising, and or outliers in their findings. In this thesis, the follow-up
explanations model was utilized. Following an explanatory design consists of the first phase,
collecting and analyzing the data of the quantitative piece of the study. Once the results are
found, the researchers design a qualitative piece, like focus groups, to build upon the results of
the quantitative results.
With the explanatory design, there are advantages and disadvantages to this approach. The
first advantage is that this design is considered the most straightforward approach in a mixed
method design due to its two-phase structure of collecting and analyzing quantitative and
qualitative data. In this approach, single researchers of a study can conduct this design instead of
a team of researchers. Second, when writing the final report, it can be written in two phases to
delineate for readers. Third, this approach can lend itself as a multiphase investigation, in which
several research designs over several studies are combined under one general research question.
Lasty, this approach appeals to quantitative researchers because it places strong value in
quantitative components.
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Disadvantages of the explanatory design include the following: First, due to this design being
a multiphase approach, it will typically require a lengthy amount of time to perform both stages.
It is also important for researchers to note that the qualitative phase takes more time than the
quantitative phase. Second, researchers must decide if they will use the same sample of
participants in the quantitative piece for the qualitative piece or gather new participants. Third, it
may be difficult to secure internal review board (IRB) approval because the researchers are not
sure how they will select participants for the second phase until their initial quantitative findings
are established. Lastly, the study's researchers must decide which quantitative findings need
further explanation using qualitative data collection.
Qualitative Interviews
To conduct the qualitative interviews, I interviewed 10 Black women and their thoughts and
feelings on 15 questions centered on body image perception and eating behaviors. Consent forms
were verbally read aloud on the telephone before the interview to make sure the participants
were still interested to participate in the study. IRB approval was attained before the interview
and participate collection was performed. Participants were obtained using snowball sampling,
where existing participants recruit future subjects from their social group. The purpose of the
snowball sampling method within this study is to recruit participants where potential participants
are hard to find. Snowball sampling is a non-probability sampling method that means probability
is not involved compared to simple random sampling. The advantage of using the snowball
sampling method is that it may help researchers discover a characteristic about a population.
Another advantage is that it helps researchers recruit potential participants in a study that might
be impossible to conduct. A disadvantage of snowball sampling is that it may be difficult to
make inferences about populations based on the sample obtained.
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Variables
The variables utilized from the Healthcare Avoidance survey dataset were organized and
cleaned to conduct analyses, as described above. Within this study, a total of 25 initial variables
were utilized from the Healthcare Avoidance study, including a combined recoded variable for
age category (age_cat), chronic diseases yes or no, body type difference score, depression, or
anxiety disorder (Depression_AD), diabetes or high blood sugar (Diabetes_HBS), household
income_highlow (Income_highlow). The initial variables used in this study were: race, age,
household income, level of education, marital status, occupational status, diagnosed conditions,
stop control or worrying, nervous anxious or on edge, feeling down or depressed, bothered by
problems (little interest or pleasure), physical activity, have you tried to lose weight, rating of
health, rating of feeling of health, confidence of health, body image rating, ideal body image, and
routine check-up. These variables were necessary and needed to be explored to answer the
hypothetical questions of this study.
Explanation of variables are the following: (1) Race contains Caucasian women and African
American women (2) Age is the ages of the participants. (3) Household income contains the total
income for those living within the household unit. (4) Level of education means the level at
which the participant finished schooling. (5) Marital status refers to the participant’s current
relationship with a partner. (6) Occupational status is a measure of social standing by job status.
(7) Diagnosed conditions are chronic conditions that the participants identify having. (8) Stop
Control or Worrying is the emotions that participants rate if they have been bothered in the past
two weeks. (9) Nervous, anxious, on edge are the emotions that participants rate if they have
been felt within the past two weeks. (10) Feeling down or depressed are the emotions that
participants rate if they have been bothered in the past two weeks. (11) Little interest or pleasure
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is the emotion that participants rate if they have been bothered in the past two weeks. (12)
Physical activity is the rate of moderate exercise by participants in a typical week. (13) Have you
tried to lose weight is a yes or no question that participants indicate if they have attempted to lose
weight in the past 12 months. (14) Rating of health is when participants rate how they feel their
health is in general. (15) Rating of feeling of health is when participants rate how they felt their
body weight was at the time. (16) Confidence of health is when participants rate their ability to
take good care of their health. (17) Body image rating is when participants indicated which
image they believe corresponds with their body type. (18) Ideal body image rating is when
participants indicated which image they believe corresponds with their ideal body type. (19)
Routine check-up is when participants indicated how long it has been since they last visited an
MD for their physical exam. (20) Age category (age_cat) is the categorized ranges of ages
between perimenopause, menopause, and post menopause. (21) Chronic diseases yes or nor are
the categorization of if a participant has a chronic disease or does not have a chronic disease.
(22) Body type difference score (BD) is the mean calculation difference between desired body
image and current body image perception. (23) Depression or anxiety disorder (Depression_AD)
is when the participants noted that they have depression or an anxiety disorder. (24) Diabetes or
high blood sugar (Diabetes_HBS) is when the participants noted that they diabetes or high blood
sugar. (25) Household income low (Income_highlow) is for the category of participants that have
an income range between $0- $49999 for the low category and $50k- $200k for high income.
The independent variables used within this study were: Race, income_high or low, depression
or anxiety, rating of feeling of health, and confidence of health
The dependent variables used within this study were: Body image rating, ideal body image
rating, ideal-current, physical activity, diabetes_HBS, level of education, routine check-up, rating
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of health, confidence of health, level of education, occupational status, stop control or worrying,
nervous anxious or on edge, feeling down or depressed, little interest or pleasure, age, age
category, chronic diseases yes or no, household income and have you tried to lose weight.
Measurements:
Demographic Data
A self-reported questionnaire from the Healthcare Avoidance Survey was used to obtain
information on ethnicity/race, age, marital status, education, and household income.
Figure Rating Scale Measures
Figure size satisfaction. The FRS is scaled between 1-9, consisting of 9 female silhouettes,
ranging from very thin to overweight. In addition to the participants self-reporting their
perceived current figure size on the (FRS), participants were also asked to self-report their ideal
figure size on the (FRS). The ideal figure size represented what they wanted to look like. Then,
the difference between current and ideal body size was utilized as a measure for body
discrepancy (BD). BD calculation: (current – ideal figure size). A BD rating of greater than 0 (
>0) represents that the participants current body image rating was heavier than their ideal body
image rating, thus a higher body dissatisfaction. A BD rating of less than 0 ( <0) represents that
the participants current body image rating was lighter than their ideal body image rating, thus
lower body dissatisfaction. If there was no body discrepancy, indicating a score of zero, then the
participant chose the same current body image as with the ideal body image.
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Figure 1: Figure Rating Scale for body image perception and ideal body image perception. This figure
was copyrighted by Albert Stunkard and is being used with permission. The figures are scaled by size and
assigned values of 1 through 9.

Physical Activity Measures
The rate of physical activity within this study, was measured by a single question, “In a
typical week, how many days do you do any physical activity of moderate intensity?” Perceived
physical exertion was based on an 8-point scale (1=none to 8=7 days a week).
Importance of Weight and Shape Measures
This measure was assessed by two questions from the Healthcare Avoidance Survey. The first
question asked, “Right now do you feel you are….” (1= overweight to 5= just about right for
you). The second questions asked, “Have you tried to lose any weight in the past 12 months?”
(1= yes and 2=no).
Statistical Analyses:
•

Frequency Distribution: Once all the data were collected and organized in a meaningful
form in SPSS, the first statistical analysis performed was to run frequencies to find any
trends emerging from the data. A frequency distribution is an organized tabulation or
graph representing the number of individuals in each category on the scale of
measurement. Frequency distributions are essential because they allow the researcher(s)
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to have a convenient layout of the entire data. The graph used to represent the data was a
histogram to show the variable of interest on the x-axis and the number of observations
(frequency) on the y axis. A histogram is useful when the variables are measured on an
interval or ratio scale to depict the frequency. The mean, median, and mode were also
represented in the analysis for each variable to show central tendency and location
measures.
•

Independent Samples T-Tests: Independent samples t-test aims to compare the means of
two independent groups to determine if there is any statistical evidence that shows that
the represented population means are statistically significantly different. The variables
utilized within independent sample t-tests are the dependent variable, or test variable, and
the independent variable, or grouping variable. In this study, to examine the differences
in scores between two groups, the independent samples t-test was utilized to compare the
mean for African American women and the mean for White women and then divides it
by the standard error of the difference between the means. This results in a value that we
compare to a known theoretical distribution (the t distribution). Therefore, the
independent variable or grouping variables were race (categorical variable) and the
dependent variable, or testing variable, all the variables utilized within this study that
were continuous (interval or ratio level).

•

Crosstabulations: Crosstabulations or contingency tables are a quantitative research
method used to analyze and find the relationship between two or more variables.
Typically, a crosstabulation shows two or more dimensional tables that record the
number (frequency) of participants that have the specific characteristics described in the
table’s cells. The distribution also shows how correlations differ or change from one
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variable grouping to another. The purpose of utilizing crosstabulations within this study
was to find the trends, patterns, and probabilities within raw data. Within this study, one
utilization of crosstabulations was to place race in the row category and the new variable,
chronic diseases yes or no, in the column’s category. The second instance was to place
the new variable, Income_HighLow, in the row category and the new variable, chronic
diseases yes or no, in the column category.
•

Excel: Using Excel, the initial variable of chronic diseases was placed in the column.
Then, used excel formula to transform categorical variable into dichotomous groups
(either yes chronic diseases or no chronic diseases).

•

Univariant Analysis of Variance (ANOVA): The univariant ANOVA test is used to
determine whether there is a statistical difference between the means of two or more
independent (unrelated) groups. The purpose of using ANOVA tests within this study
was to examine the differences in mean values of the dependent variables associated with
the controlled independent variables. In this study, the dependent variables were body
image rating, ideal body image, and ideal-current. The independent variables were race,
chronic diseases yes or no, income_highlow, and age_cat.

Results
Variable theme 1: The Socio-demographic Profile of Middle-Aged Women Participants
Participant demographic characteristics are demonstrated in Table 1. Of the 1,437
participants of the study included in this analysis, the majority 84% were White women, 57-88
years (51.1%), 520 (36.2%) were employed, 579 (48.0%) of White women in the study were
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married while 74 (32.2%) of Black women were married, some college (24.4%), and earned less
than 50k a year for income (58.5%).
Table 1: Demographic Information of Study Participants
Demographic Factor

Total

No. Caucasian Women

No. African American
Women

Gender
Female
Age
40 – 45
46 – 56
57 – 88

1437
1437
254 (17.75%)
448 (31.2%)
735 (51.1%)

1207 (84%)
201 (16.7%)
373 (30.9%)
633 (52.4%)

230 (16%)
53 (23.0%)
75 (32.6%)
102 (44.3%)

Household Income
Less than 50 k
More than 50 k

1432
838 (58.5%)
594 (41.5%)

680 (56.5%)
524 (43.5%)

158 (69.3%)
70 (30.7%)

Education
< than high school
Highschool/ GED
Tech School
Some College
Associates Degree
Bachelor’s degree
Postgraduate

1434
40 (2.8%)
329 (22.9%)
82 (5.7%)
347 (24.2%)
198 (13.8%)
296 (20.6 %)
142 (9.9 %)

32 (2.7%)
272 (22.6%)
70 (5.8%)
281 (23.3%)
166 (13.8%)
257 (21.3%)
126 (10.5%)

8 (3.5%)
57 (24.8%)
12 (5.2%)
66 (28.7%)
32 (13.9%)
39 (17.0%)
16 (7.0%)

Employment Status
Employed
Unemployed
Homemaker
Student
Retired
Disabled
Other

1437
520 (36.2%)
83 (5.8%)
137 (9.5%)
7 (.5%)
444 (30.9%)
216 (15.0 %)
30 (2.1%)

437 (36.2%)
60 (5.0%)
121 (10.0%)
4 (.3%)
391 (32.4%)
167 (13.8%)
27 (2.2%)

83 (36.1%)
23 (10.0%)
16 (7.0%)
3 (1.3%)
53 (23.0%)
49 (21.3%)
3 (1.3%)

Marital Status
Married
Living w/ Partner
Divorced
Widowed
Separated
Single, Never Married

1435
653 (45.5%)
102 (7.1%)
342 (23.8%)
132 (9.2%)
33 (2.3%)
173 (12.1%)

579 (48.0%)
89 (7.4%)
286 (23.7%)
118 (9.8%)
23 (1.9%)
110 (9.1%)

74 (32.2%)
13 (5.7%)
56 (24.3%)
14 (6.1%)
10 (4.3%)
63 (27.4%)
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Variable Theme 2- Psychological Perceptions of Weight and Body Image with Middle-Aged
Women
The presentation of our findings begins examining the respondent’s perception of their weight
(Fig 1.). In the study, participants were asked to rate how they felt their weight was at that
moment. The results of the figure showed a positive skew, in which out of all the participants,
majority of the women respondents, (N=559), chose slightly overweight by 39%. The next
highest rating showed that 35.4% (N=507) showed that participants viewed their weight as
overweight while 21.3% (N=305) chose the rating, just about right for you, to describe their
weight. The remaining 4.4% (N=63) of the results showed that participants felt they were either
slightly underweight or underweight. To describe the differences in perception of weight, a chisquare test was performed by means of Crosstabulations in race, independent variable (IV) and
ratings of feelings of weight, dependent variable (DV). The results from the pearsons chi-square
test showed that in this study, there was no significant difference (p= 0.172) between how White
and Black women viewed their body weight. The results of Phi, .067, showed a weak
relationship between race and how the participants rated their feelings about their weight.
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Figure 1: Feeling of weight rating. This bar chart represents the percentage of respondents rating their
perception or feeling of how they perceive their current weight. The chart was generated using SPSS.

The first stage of the analyses included analyzing the hypothesis, “Because of sociocultural
differences, Black women will have better body satisfaction than White women.” To find the
differences between Black and White middle-aged women in their perception of body image, an
ANOVA test was performed using race as the IV and body image as the DV. To rate how an
individual views their body image, the figure rating scale (FRS) was utilized for this study with a
range from 1-9 of corresponding figure sizes. Although results obtained were not significant (p =
0.107) they suggested that Black women rated their current figure size as larger than White
women (Fig. 2), with an average body figure score of 5.43 (N=228.). It should be noted that all
NHST p-values were adjusted using a Bonferroni correction to account for a Type 2 error [67].
.

Figure 2: Figure Rating Scale (FRS), Body Image. This bar chart represents the mean difference of body
image perception between White women (purple) and Black women (blue) respondents in the survey. The
statistics show that there is no significance (p= 0.107), between how a respondent rated their current body
figure and race. The chart was generated using SPSS.
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Using the FRS, respondents of the study were asked to select the body image that they
believed correlated with their ideal body image (Fig 3.). An ANOVA test was performed with
race as the IV and ideal body image as the DV. The results obtained showed a significant
difference (p=0.000) between White and Black women and their ideal figure size. Findings
showed that Black women rated a larger ideal figure size (avg.= 4.29) than White women (avg.=
3.79.) In this study, this may suggest that Black women are perceived to be more comfortable
having a larger ideal figure size than White women. One thing to also note is, in this study
findings showed amongst the sampled participants, Age played no factor in how a women
viewed her body image and ideal body image.

Figure 3: Figure Rating Scale (FRS), Ideal Body Image. This bar chart represents the mean difference of
Ideal body image perception between White women (purple) and Black women (blue) respondents in the
survey. The statistics show that there lies a significance (p= 0.000), between how a respondent rated their
ideal body figure and race. The chart was generated using SPSS.

To test the body discrepancy between current body image and ideal body image (Fig.4). Race
was set as the IV and body type difference was set as the DV. Results from this ANOVA test
showed a significant difference (p= 0.001) between race and body discrepancy. In this study,
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White women showed to have a greater mean difference (avg.=1.44) between their current figure
size and ideal figure size, than Black women (avg.=1.14).

Figure 4: Body Discrepancy, BD, (difference between current and ideal body image). This bar chart
represents the mean difference of BD between White women (purple) and Black women (blue) respondents
in the survey. The statistics show that there lies a significance (p= 0.001), between how a respondent rated
their current body figure and race. The chart was generated using SPSS.

To observe how body image rating may differ among the races by their perceived current weight
rating, an ANOVA test was performed placing race and ratings of feelings of weight as the IV and
body image as the DV (Fig. 5a). Findings from this test showed a significant difference (p = 0.016)
between race and ratings of feelings of weight and current perceived body image. White women
in the study rated smaller figure sizes than Black women in their relation to how they perceived
their weight.
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Figure 5a:. Race and Feelings of weight rating influence on body image. This bar chart represents the mean
difference between White and Black women respondents in the survey. The statistics show that there lies a
significance (p= 0.016) between how a respondent rated their current body figure and the influence of
feelings of weight rating. The chart was generated using SPSS.

To understand how ideal body image differ among the races by their perceived weight rating
(Fig.5b). An ANOVA test was utilized and placed race and ratings of feelings of weight as the IV
and ideal body image as the DV. Findings from this section showed no significance (p= 0.387),
between White and Black women in the study. Although in this study, findings may suggest that
in all the categories of weight perception, Black women rated larger figure sizes for their ideal
body image than White women.
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Figure 5b: Ideal Body Image Rating by Race and Feelings of Weight Rating. This bar chart represents the
mean difference of Ideal Body Image perception between White women and Black women respondents in
the survey and their perceived weight rating. The statistics show that there lies no significance (p= 0.387),
between how a respondent rated their ideal body figure and race and perceived weight rating. The chart was
generated using SPSS.

Variable Theme 3: Psychological Perception of Mental Health and Body Image
The second stage of analyses tackled the hypothesis, “Black women, will have a higher
prevalence of psychological stress than White women.” Participants of the study were asked if an
MD has ever diagnosed the respondent with a health condition (Fig.6). Respondents of the study
showed that 75.1% (N=1079) were not diagnosed with depression or anxiety disorder (AD). The
remaining 24.9% (N=357) were diagnosed with depression or AD.
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Figure 6: Depression or anxiety disorder. This bar chart represents the percentage of respondents having
depression or AD or not having depression or AD. The chart was generated using SPSS.

The next step analyzed the hypothesis question by examining the differences between race (IV)
and depression or AD (DV) by means of Independent Samples Test. Findings showed that there
was no significant difference (p = 0.411) between race, and whether the respondents had been
diagnosed with depression or anxiety disorder.
Then, Depression or AD influenced how respondents rated body image using an ANOVA was
exmained. Race and depression or AD stood as the IV, whereas body image stood as the DV (Fig.
7). Findings from the study showed that race and depression or AD significantly influence body
image (p = 0.019). In this study, it suggests that White women who have been diagnosed with
depression or anxiety have a larger body figure than Black women with or without depression or
anxiety. The same test was performed again with ideal body image as the DV and the results
showed no significant effect of race and AD on ideal body image (p = 0.212). Thus, for this portion
of analysis, the data does not support the hypothesis.
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Figure 7: Body image rating by race and depression or AD. This bar chart represents the mean difference
of Body Image perception between White women and Black women respondents in the survey and if they
have been diagnosed with depression or anxiety. The statistics show that there lies a significance (p=
0.019), between how a respondent rated their body figure by race and depression or AD. The chart was
generated using SPSS.

The variable, confidence of health, was used as a marker for psychological stress to test the
hypothesis. Participants were asked to rate how confident they are in their ability to take good care
of their health (Fig 8). Among respondents, 31.9% (N=458) were completely confident in their
health and 41.4% (N=357) of respondents were very confident in their health. The remaining
26.7% were less than confident in their health.

Woods 55
Figure 8: Depression or anxiety disorder. This bar chart represents the percentage of respondents having
depression or AD or not having depression or AD. The chart was generated using SPSS.

The next step analyzed the hypothesis by means of an Independent Samples Test. Race was set
as the IV and confidence of health was set as the DV. Findings showed there was a significance
(p= 0.022) between race, Black and White women, and their confidence of health rating. Using a
crosstabulations test, we also observed that phi and Cramer’s V showed a weak relationship (.064)
between race and confidence of health. In this study, Crosstabulations findings suggested that
Black women rated higher than White women in the completely confident category with 37.0%
(N=85) and White women with 31.0% (N=373).
Then, Confidence of health was used to depict how White and Black women rate their body
image and ideal body image by means of ANOVA. Race and confidence of health stood as the IV,
whereas body image stood as the DV (Fig 9.). Results showed that there was no significant
difference (p= 0.282) between race, confidence of health, and body image. Although, in this study,
it may suggest that despite race, the more confident a respondent is, the smaller the respondents
perceive their current body figure. When examining ideal body figure, we found no significant
correlation (p= 0.633) between race, confidence of health and body image.
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Figure 9: Body image rating by race and confidence of health. This bar chart represents the mean difference
of Body Image perception between White women and Black women respondents in the survey and the
respondent’s confidence of health rating. The statistics show that there is no significance (p= 0.282),
between how a respondent rated their body figure by race and confidence of health. The chart was generated
using SPSS.

Variable Theme 4: Physical Health of Middle-Aged Women
In the last stage of analysis for this study, the physical health aspect of middle-aged women
was explored, and the influence physical health may have on body image. One of the hypotheses
that was addressed in this section was, “White women will be more prone to try and lose weight
and physically exercise than Black women.” First, participants were asked in or yes or no format,
if they have tried to lose weight within the past 12 months (Fig. 10.) Respondents of the study
showed that 61.1% (N=881) labeled “yes” that they have tried to lose weight in the past 12 months.
The remaining 38.6% (N=553) labeled “no” that they have not tried to lose weight in the past 12
months.
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Figure 10: Attempt to Lose weight in the past 12 months. This bar chart represents the percentage of
respondents rating yes or no on if they have tried to lose weight in the past 12 months. The chart was
generated using SPSS.

To analyze the hypothesis, an Independent Samples Test was conducted placing race as the IV
and if respondents have tried to lose weight in the past 12 months as the DV. Results of the study
showed that there was no significance (p= 0.803), between race and if respondents have tried to
lose weight. This suggests that both races were similar in answering yes on trying to lose weight
in the past 12 months. This finding also suggests that our hypothesis on White women trying to
lose weight more than Black women, in this study, was not supported.
Level of physical activity among the respondents of the study was exmained. Participants were
asked to rate in a typical week, how many days they performed physical activity of moderate
intensity (Fig. 11). Respondents of the study showed that 24.0% (N=345) rated, 1=none, in which
they did not physically exercise in a typical week. The second highest rating of respondents, 19.8%
(N=285) rated, 4=3 days, in which they exercise 3 days in a typical week.
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Figure 11: Physical exercise. This bar chart represents the percentage of respondents rating how often
they moderately physically exercise in a typical week. The chart was generated using SPSS.

To test the hypothesis, an independent samples test was performed, placing race as the IV and
physical activity as the DV (Fig 12.). Findings from the study showed that there was a significance
(p= 0.002), between race and level of moderate physical activity in a typical week. The results of
the study suggests that White women were found to exercise more than Black women, supporting
the hypothesis that White women will be more prone to physically exercise than Black women.

Figure 12: Physical activity rating. This bar chart represents the mean difference between White women
(purple) and Black women (blue) respondents in the survey. The statistics show that there lies a
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significance (p= 0.002), between how a respondent rated their physical activity and their race. The chart
was generated using SPSS.

To analyze the socioeconomic aspect, the hypothesis Socioeconomic status will show that
despite a higher status, African – American women will physically exercise less, participants of
the study marked their level of socioeconomic status. The household income variable was
transformed into a new variable that grouped the income ranges into high and low income. Thus,
an ANOVA test was conducted placing the income_highlow variable as the IV and physical
activity as the DV (Fig. 13). Respondents of the study showed that 58.4% (N=1431) had low
income and had a moderate physical activity mean of 3.32. Alternatively, respondents in the
study showed that 41.5% (N=594) had high income with an average moderate physical activity
of 3.97. The results of the study showed that there was a significance (p= < 0.001), between
income and physical activity. The findings from this study may suggest that the higher the
income, the more a participant may physically exercise within a week.

Figure 13: Physical exercise by income. This bar chart represents the mean of respondents rating how
often they moderately physically exercise in a typical week by their income. The chart was generated
using SPSS.
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Racial differences between income and rate of moderate physical activity was examined.
Thus, an ANOVA test was performed setting physical activity as the DV and race and income as
the IV (Fig.14). Findings from the study showed that when examining the influence of race and
income and physical activity White women with low income had an average physical activity of
3.40 and White women with high income had a physical activity average of 4.01. However,
Black women of the study with low income had a physical activity average of 2.98 and highincome Black women had an average of 3.67. Although the results showed that there was no
significance (p= 0.808), findings from this study may suggest two things. First, those with high
income may exercise more and Black women, no matter the income, have a lower rate of
physical activity than White women. These findings may support the hypothesis that despite
socioeconomic status, income, Black women will have a higher prevalence of obesity.

Figure 14: Physical activity rating by race and income. This bar chart represents the mean physical
activity difference between White women and Black women respondents in the survey. The dark purple
bars represent low income, and the dark blue bars represent high income. The statistics show that there
does not lie a significance (p= 0.808), between how a respondent rated their physical activity and their
race and income. The chart was generated using SPSS.
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The last hypothesis analyzed was, “Obese and or Overweight African- American women will
be more susceptible to have a higher prevalence of chronic diseases than Caucasian women.”
Participants were asked check all that applied if an MD has ever diagnosed the participant with
any of the chronic conditions (Fig. 15). Respondents of the study showed that 43.5% (N=624) do
have a chronic disease, whereas 56.5% (N=812) do not have a chronic disease.

Figure 15: Chronic diseases, yes or no. This bar chart represents the percentage of respondents that rating
if they do have a chronic disease (yes) or if they do not have a chronic disease (no). The chart was
generated using SPSS.

To test this hypothesis, an independent samples test was performed, by having race set as the
IV and chronic diseases yes or no set as the dependent variable (Fig.16). Results from the study
showed that there was a significance (p= 0.005), between race and if the respondent has chronic
disease (s) or not. The result of the study suggests that White women were found to have no
chronic diseases as their majority with 58.2% (N=702) and 41.8% with a chronic disease. Black
women on the other hand were found to have the majority lie with having a chronic disease by
51.7% (N=119) and no chronic diseases with 48% (110). By running a Chi-Square test, Phi and
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Cramer’s V showed a moderate relationship between race and if the respondent has a chronic
disease or not. The results of the study suggest that Black women do have more women that were
diagnosed by an MD to have a chronic disease than White women, supporting the hypothesis that
Black women will be more susceptible to having a higher prevalence of chronic diseases than
White women.

Figure 16: Chronic disease (s) yes or no by race. This bar chart represents the percentage difference
between White women and Black women respondents in the survey. The purple bar charts represented
having no chronic disease (s) whereas the blue charts represented having a chronic disease. The statistics
show that there lies a significance (p= 0.005), between if a respondent has a chronic disease and their
race. The chart was generated using SPSS.

Specifically, to observe and analyze one of the chronic diseases, diabetes or high blood sugar
was chosen as a variable of interest due to obesity being linked to diabetes. A frequencies test
was performed (Fig.17), to observe the respondent’s percentage of having diabetes or not. As
previously stated, participants of the study were asked to check all that applied if an MD has
diagnosed them with a chronic disease. Respondents of the study showed that 86.2% (N=1238)
do not have a chronic disease, whereas 13.8% (N=198) do have a chronic disease (s).
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Figure 17: Diabetes or high blood sugar (HBS). This bar chart represents the percentage of respondents
that rated if they do have diabetes or HBS (yes) or if they do not have a diabetes or HBS (no). The chart
was generated using SPSS.

To analyze the racial differences, an Independent Samples test was performed using race as
the IV and diabetes or HBS as the DV (Fig. 18). Results of the study showed that there did lie a
significance (p= 0.029), between race and if the respondent has been diagnosed with diabetes or
high blood sugar with. White women of the study had 87.1% (N=1051) chose that they were not
diagnosed with diabetes or HBS and only 12.9% (N=156) chose that they were diagnosed with
diabetes or HBS. Black women of the study had 81.7% (N=187) chose that they were not
diagnosed with diabetes or HBS and only 18.3% (N=42) chose that they were diagnosed by an
MD to have diabetes or HBS. The findings suggest that within this study White women and
Black women both had most of the participants rate that they were not diagnosed by an MD with
diabetes or HBS. Thus, this finding suggests that it does not support the hypothesis that African
American women will be prone to have a higher prevalence of chronic conditions when
compared to White women.

Woods 64

Figure 18: Diabetes or high blood sugar (HBS). This bar chart represents the percentage difference
between White women and Black women respondents in the survey. The purple bar charts (yes)
represented having no diabetes or HBS whereas the blue bar chart (no) represented having been
diagnosed by an MD with diabetes or HBS. The statistics shows that there lies a significance (p= 0.029),
between if a respondent has diabetes or HBS and their race. The chart was generated using SPSS.

Lastly, the goal was to analyze the distribution of chronic diseases between respondents’
perception of weight rating. An ANOVA test was performed placing rating of feelings of weight
as the IV and chronic conditions yes or no as the DV (Fig. 19). Results of the study showed that
there lies a significance (p= 0.000), between rating of feelings of weight and if the participant
had been diagnosed by an MD with chronic conditions. Respondents that rated overweight
(N=507) as their perceived feeling of weight that did not have a chronic disease was 13.9%
(N=200), whereas those that were diagnosed with a chronic condition was 21.4% (N=307).
Respondents that rated they were underweight (N=28), findings showed that 1.04% (N=15) were
not diagnosed with chronic disease (s), whereas .097% (N=13) rated that they did have a chronic
disease. The figure suggests that when a participant labeled a perceived weight of “slightly
overweight,” to “overweight,” they were more likely to have been diagnosed with diabetes or
HBS than those that rated “slightly underweight” and “underweight.”
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Figure 19: Chronic diseases and perception of weight. This bar chart represents the percentage of
respondents that reported their feelings of weight and if the respondents were diagnosed by an MD to
have a chronic disease (s). The chart was generated using SPSS.

Before analyzing the racial differences between the two races, the race variable file was split
between White women and Black women. To analyze the hypothesis, “African- American
women will be more susceptible to have a higher prevalence of obesity and other chronic
diseases,” an ANOVA test was performed with feelings of weight rating as the IV and chronic
diseases yes or no as the DV. Findings from Caucasian women results (Figure 20 a) showed that
White women that were reported overweight and slightly overweight were found to have more
chronic diseases than White participants that labeled they were slightly underweight or
underweight. In Fig. 20 b, Black women were also found to have more participants that reported
their perception of weight as overweight and slightly overweight to have a chronic disease (s)
than Black women that reported slightly underweight and underweight. When comparing both
races, Black women showed to have both reported overweight and slightly overweight women
have a chronic disease(s) than White women with just reported overweight women having more
chronic disease (s) than not. These results suggest that the hypothesis may be supported where
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obese or overweight African American women have a higher prevalence of chronic diseases than
White women.

Figure 20 a: White women respondents, their perception of weight and chronic diseases. This bar chart
represents the percentage of White women that reported their feelings of weight and if they have been
diagnosed with a chronic disease by an MD in the survey. The dark purple bar charts represented having
no chronic disease and the light purple bar charts represented having been diagnosed by an MD to have a
chronic disease. The statistics shows there lies a significance between participants that reported having a
chronic disease and their reported feelings of weight. The chart was generated using SPSS.

Figure 20 b: Black women respondents, their perception of weight and chronic diseases. This bar chart
represents the percentage of Black women that reported their feelings of weight and if they have been
diagnosed with a chronic disease by an MD in the survey. The dark blue bar charts represented having no
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chronic disease and the light blue bar charts represented having been diagnosed by an MD to have a
chronic disease. The statistics shows there lies a significance between participants that reported having a
chronic disease and their reported feelings of weight. The chart was generated using SPSS.

Qualitative Interviews
Themes
Finances

•

•
Age

•
•

•

Physical Activity/ Exercise

•
•

Time Management

•

•

Quotes
“I have to increase the finances to buy
better/ healthy food to keep him in weight.
But it’s affecting me financially, and I
double how much I’m spending in groceries
now.”
“We didn’t eat healthy we ate what we
could afford.”
“The older you get the harder it is to lose
weight because it sticks to places that you
don’t want it to be”
“The aging process makes you feel
uncomfortable if you don’t appreciate your
body…My body changed through
pregnancy, losing weight and I feel
uncomfortable not necessarily because I’m
getting old, but because it’s the shape my
body has turned into.”
“When you’re young anything can be turned
around, after getting older, it’s harder to lose
weight than it used to be when I was
younger.
“Prior to covid it was more less like 3-4
times a week, right now it hasn’t been so
much.”
“I just make sure I exercise enough to keep
the muscles going.”
“I used to be an attorney, and it was very
high stress... I had very high expectations of
myself and when I didn’t live up to those
expectation that’s probably when I would
eat poorly like sweet things and foods that
weren’t healthy for myself.”
“When you’re an adult, like I’m 45, I pay
my own house, bills, you have to work so
much just to handle your bills and
responsibilities. Especially planning the time
to work out because you don’t have energy.”
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Body Image

•

•

Eating Behavior

•
•

Body Positivity

•

•

“Right now, I am considered obese. I think I
struggle with self-esteem with myself in a
negative light just because of how I used to
see myself, being smaller and weighing
less.”
“…With women in general we put so much
time and energy into body image that is
becomes unhealthy.”
“Because my mother was a single parent, I
had to eat what she could provide for me.”
“Your eating habits are a product of how
you train yourself and environment.”
“If you’re happy with yourself, whether big
or small and you’re in pain, that’s not
positive. Because some people are like well
I’m obese and its ok, but you can’t walk.
How is that ok? It’s not. You have the right
to eat, you do, but if you’re hurting yourself,
that’s not possible.”
“Feeling good about yourself no matter what
you wear or how you think and having your
own healthy image about yourself.”

Discussion
The growing rates of adult obesity in the U.S. have reached crisis level and African
Americans are 51% more likely to be obese compared to non-Hispanic Whites [30]. Concerning
African American/Black women in the U.S., this racial group has the highest rates of obesity
compared to other racial/ethnic groups [30]. In light of research showing racial disparities
between White and Black women with obesity, this study utilizes that the race variable because it
warrants research attention as a factor in hindering weight loss management among African
American women. This study also provides several interesting findings that contribute to the
body of literature related to rate of body image perception, physical activity and more. One
limitation of the study was that there were a low number of African American women
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participants when compared to Caucasian women of the study. This limitation could be due to
the ongoing mistrust with the medical and research studies, within the African American
community. For example, historically, the Tuskegee Syphilis study and Henrietta Lacks (HeLa
cells) are just a few widely known cases, where medical mistreatment has impacted the AfricanAmerican community. Studies have found that some factors that may contribute to the low
participation rates are the study design, logistical problems, sociocultural factors, low level of
health literacy, and attitudes or perceptions regarding research [68].
Body Image
The results of the current quantitative study showed that when using the figure rating scale for
body image perception, race was not a significant factor between Caucasian women and African
American women. One hypothesis of this study was that because of sociocultural differences,
African – American women will have better body satisfaction than Caucasian women. The
purpose of this hypothesis is to showcase that the tolerance of a larger figure size, could create a
subculture of women where obesity is perceived acceptable. Our results supported the hypothesis
that there are ethnic/racial differences in perceived acceptable body figures. The figure rating
scale for ideal body image showed that African American women selected a larger ideal body
than Caucasian women. Typically, studies suggest that African American women generally view
more curvaceous or larger body types as more ideal [69].
With this sample, results showed that both racial/ethnic groups had BD (the difference
between current body image and ideal body image). However, Caucasian women did show that
they experience a higher level of BD than African American women. This finding is consistent
with other studies that have found that Caucasian women have a larger discrepancy when
compared to minority groups. A possible reason for African American women having less BD
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than the Caucasian participants, is that Black women may examine attractiveness differently.
Reasons for African American women seemingly being susceptible to an obesogenic
environment is the acceptability to larger body sizes, low income or education, and lack of
access to health promoting environments [69]. However, a study shows that Black women may
not internalize mainstream Eurocentric beauty standards because those thinner ideals do not
relate to them [70]. On the contrary, one study found that African American women were
similar in their levels of BD when controlling for SES, age and BMI with Caucasian women,
whereas Asian women had less BD [71] Another possible reason, in terms of heterosexual
relationships, Caucasian women may adhere to desiring a thinner ideal more because they may
perceive men may like thinner figures [71].
Pertaining to demographic characteristics, this study suggests that race, education level,
occupational status, household income was significant in how a woman rated for their ideal body
image. Findings suggest that with Caucasian women, participants with the highest level of
education being tech school and below, tended to choose larger figures. In terms of occupational
status, no matter the category, Black women chose larger figures than White women. For
household income, the findings were consistent among Black and White women. The results
showed that the less income an individual has, the more desirable a larger figure is. A reason for
this finding could be that there is a higher prevalence of the development of obesity amongst
African- American women and low-income White women [69]. This could be due to the lack of
access to engage in weight loss prevention. On the contrary, the results suggest as income
increases, the more likelihood of choosing a smaller figure. Only occupational status was
significant for body image perception. Although race was not significant for body image
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perception, the results do suggest that for White and Black women, the higher the income the
smaller the figure participants rated themselves for their current body figure.
Some limitations need to be kept in mind, pertaining to the study, when interpretating this
data. First, BMI was not a part of the survey when given to participants. Therefore, even if it was
self-reported, there lies no indication of how BMI may have played a role in indicating the
differences between lower BMI and higher BMI with how a participant rated themselves.
Second, although there was a good sample size of White women and Black women to perform
the study, they may not be representative of the general population of White and Black women.
Third, this study only used one measure, the figure rating scale, of assessing body image
perception. It is also quite debatable of if the difference between current and ideal body image
constitutes as an individual having body dissatisfaction. Fourth, researchers of the study did not
seek out overweight and or obese participants for this study. Also, self-bias perceptions for
current body and ideal body have an influence on the results and interpretations of the study.
Lastly, the researchers did not ask how long the participants may have been overweight and or
obese.
Importance of weight and shape measures
Findings from this section suggested that there was no significant difference between race and
if the participants tried to lose weight. The study showed that majority of the women respondents
chose yes as their answer for trying to lose weight within the last 12 months. Research suggests
that there are motivational factors, such as psychosocial behaviors in which influences an
individual’s decision for weight loss and most importantly long term weight loss. Some of these
findings included are interest in exercise and appearance [72].
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One limitation of the study from the findings of this study, was that researchers of the study
did not ask the women, what their motivation and or intrinsic reason for attempting to lose
weight in the past 12 months. Scientists report that the effect of the initial reasoning for trying to
lose weight influences the outcome of weight loss behavioral interventions, especially if the
program fails. For instance, research suggests that the lack of an individual’s readiness and or
motivation are labeled as explanatory factors for a participants failed weight loss outcome [72].
Physical Health
Findings from this section suggested that there was a significant difference between the races
of White and Black women. In this study the findings showed that White women are perceived
to have exercised more than Black women. These findings are supported by other research such
as the, Healthy People 2010 Final Review, researchers found that Black participants engaged less
in moderate to vigorous physical activity per week than White participants [73]. Although,
findings from the article, “Race Differences in Physical Activity Uptake within a Workplace
Wellness Program,” showed that when Black participants formed a team to accumulate more
steps, they shown to perform better than White participants. Some reasons for the lack of
physical activity within Black women could be due to an individual’s ecological environment,
thus a lack of sidewalks and work out facilities. Other possible reasons could be due to an
individual not having time to physically exercise due to work schedules, lack of motivation and
on a cultural level, not wanting to sweat out their hair [74]. Also, when examining the findings
from chronic diseases, Black women of the study are suggested to have more chronic diseases
than not in comparison to White women. Research findings show that according to nine
qualitative studies with a sample size of middle aged and African American women, the
prevalence of chronic conditions affects the level of physical activity [74]. A limitation of the
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study includes self-bias interpretation or ratings on how the participants viewed their level of
exercise per week.
Socioeconomic Status
The chosen theoretical framework is the Social Ecological Model theory (SEM). To exemplify
factors of the SEM, variables related to race and SES were chosen. When analyzing the data in
SPSS, it was found that African American women have a lower prevalence of household income
when compared to Caucasian women. As noted in the literature review, In the study, Effects of
Socioeconomic Factors on Obesity Rates in Four Southern States and Colorado, factors such as
lower income have been linked to obesity. A reasoning for this may be the lack of availability of
supermarkets, poor eating behaviors and knowledge of nutrition, increase in fast food
consumption and lack of time to prepare home cooked meals.
In this study, when examining physical exercise, findings showed that there does lie a
significance between income and level of physical activity. Findings showed that participants
with a low-income exercise less than participants with a high income. These findings are
supported by other research where researchers found previous studies show there lies an
association between poverty and physical activity across the age span [75,76]. Some reasons for
the lack of physical activity could be that low-income are less likely to have gym-memberships
due to the lack of income an high income areas typically have more access to bike trails,
connected streets, side-walks, and a perceived safe outdoor space [77].
Implications and Future Research
The results of this study imply that Black women are more likely to accept larger body sizes.
While this is not inherently negative, it could contribute to acceptance of obese bodies and lead
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to downstream health issues and lack of physical activity. Future research could involve
gathering more African American participants for the study, examining other minorities within
the study, examine physical activity instead of self-bias reporting, and BMI, and examining
eating behaviors of the participants.
Conclusion
In conclusion, obesity is a complex disease and there are many contributing factors. At the
interpersonal level, such as SES and race, it is obvious that they play a role in influencing
obesity. By observing and analyzing the dataset one can see that there is much work that needs to
be done. According to the study, African- American women were perceived to have a higher
body image perspective, lower rate of moderate physical activity, higher prevalence of chronic
diseases, and lower SES when compared to Caucasian women. Evaluating mental health, body
image, and physical health, physical activity, were important to examine obesity because it aids
in how perception of the body may influence desiring “unhealthy” body figures, obese or
severely underweight. Therefore, culturally sensitive obesity interventions should be in place and
modified for both races to decrease the rise of obesity amongst women and globally. To do this,
there needs to be an increase in nutritional and healthy food knowledge, increased access to
exercise facilities and sidewalk in low-income areas, and more.
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Appendix
Data
Variable Theme 1: The Socio-demographic Profile of Middle-Aged Women Participants
•

What is your race/ethnicity?

•

What is your age in years?

•

Do you currently have health insurance?

•

Highest level of education completed?

•

Marital Status

•

Income range?

•

Occupational status?

Variable Theme 2: Psychological Perceptions of Weight and Body Image with Middle-Aged
Women
•

Both body image assessment scales

-Variables: Female Participants- African American women, White women
•

Rating health

-Variables: Female participants- African American, White women
•

Right now, do you feel you are…?

-Variables: Female Participants- African American, White women
Variable Theme 3: Psychological Perception of Mental Health and Body Image
•

Over the past 2 weeks, how often have you been bothered by any of the following
problems?

-Variables: Female Participants- African American, White women
•

Overall, how conﬁdent are you about your ability to take good care of your health?
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-Variables: Female Participants- African American women, White women
Variable Theme 4: Physical Health of Middle-Aged Women
•

Have you tried to lose weight in the past 12 months?

-Variables: Female Participant- African American women, White women,
•

In a typical week, how many times do you exercise

-Variables: Females participants -African American women, White women
•

Has a doctor or other health professional ever told you that you had any of the following
medical conditions

-Variables: Female Participants- African American women, White women
Qualitative Interview Questions
1. What is your definition of health and a healthy body type?
2. Have you or anyone you know self-esteem been affected by how you view your body?
Positive or negative and why?
3. How often do you physically exercise and why?
4. What type of physical activities do you perform?
5. Have you tried losing weight in the past year?
6. How would you rate your eating habits? 1 being the worst type of eating habits and 5
being the best and why?
7. How do you eat when you are stressed?
8. How does your current weight affect your mental health?
9. Is your current weight your ideal weight? If not, why?
10. What are some obstacles that you may have faced or face today, that abher from
improving your health?
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11. How has your upbringing and or cultural environment affected your eating
patterns/behavior and perspective on health?
12. How has your upbringing and or cultural environment affected your perspective on body
image?
13. How has COVID affected your eating behaviors and perception on body image?
14. How do you define body positivity?
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